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ABSTRACT
Aims: Esophageal atresia is the most common congenital malformation of the esophagus. It can be diagnosed in the prenatal 
period, during the delivery or at the neonatal intensive care unit. With the operation, the respiratory system and digestive tract 
are being corrected to the anatomic position. In this case, we wanted to emphasize that patients with esophageal atresia may 
continue to have functional problems even after successful surgical treatment. Case Report: After preterm delivery, a female 
patient was consulted to Trakya University Department of Pediatric Surgery, at one day of age with the symptom of regurgitation 
of saliva. There were no abnormalities on physical examination. Due to the inability to pass an orogastric tube to the stomach, 
esophageal atresia was suspected. Thus, radiocontrast x-ray study was performed: the proximal esophageal pouch was identified, 
and malformation was diagnosed.  After the diagnosis, tracheoesophageal fistula has been ligated.  The patient received physical 
therapy after the operation, and she was followed-up for 10 months. A full recovery was observed, and the patient was able to 
swallow food. Conclusion: Esophageal atresia with distal tracheoesophageal fistula is not an uncommon malformation. The 
patients can have problems with swallowing in their infancy even they are treated surgically in the neonatal period.  
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CASE REPORT

INTRODUCTION

 Esophageal atresia (EA) consists of a discontinuity 
or atresia of the esophagus; with the majority of new-
borns exhibiting a connection or fistula between the 
esophagus and trachea (1). EA is seen in 1.9/10000 
births and this frequency makes EA the most seen 
congenital malformation of the esophagus (1-3). Esop-
hageal atresia could occur with the tracheoesophageal 
fistula (TEF) or without TEF. This congenital malfor-
mation could appear in different structures. Even they 
are all defined as EA, their differences made classifica-
tion requisite. According to Gross (4), five sorts of EA 
have recognized (type A, B, C, D and E) being: type A 
is EA without TEF, type B is proximal TEF with dis-
tal EA, type C distal TEF with proximal EA, type D 
proximal and distal TEF and type E is TEF without EA, 
otherwise called “H-type TEF”. The most noted type is 
type C EA, being 87.5% of all cases (5). 

 The embryology of this malformation is not still 
fully defined (6). A newborn with this defect can have 
problems with breathing and swallowing. A meta-a-
nalysis made by Connor et al. (7) found out that the 
estimated prevalence of dysphagia between people 
with EA is 50.3%. Today, EA with or without TEF can 
only be repaired surgically. This operation damages the 
nerves responsible for the esophageal motility. Dys-
motility of the esophagus that leads to more problems 
like dysphagia, malnutrition, gastroesophageal reflux 
(GER) and complications arising out of prementioned 
problems (8). 
 Patients who have type C TEF can present more 
serious problems with breathing since regurgitation of 
gastric content, especially hydrochloric acid, damages 
the lungs and respiratory system irreversibly and cau-
se lifelong continued breathing problems (8). Here we 
present the diagnosis and treatment of a patient with 
esophageal atresia and distal tracheoesophageal fistula.
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CASE REPORT

 One day old patient consulted to Trakya University 
Department of Pediatric Surgery with the symptom
of regurgitation of saliva after preterm delivery. She was 
32+3 week-gestation infant born by uneventful caesari-
an section. The birth weight was 1635 grams and pol-
yhydramnios was noted during gestation. There were 
no abnormalities on physical examination and patient’s 
Apgar score was 10 at the delivery. Due to the inability 
to pass an orogastric tube to the stomach, esophageal 
atresia was suspected. Thus, radiocontrast X-Ray study 
was performed, a proximal esophageal pouch was 
identified, and malformation was diagnosed (Figure 
1). Echocardiography was performed for the cardiac 
examination, and the presence of right arcus aorta was 
reported. It is important for the strategy of surgical in-
tervention. At the operation, the left thoracotomy was 
performed, and the tracheoesophageal fistula was re-
paired (Figure 2). Then, proximal and distal ends of the 
esophagus were primarily anastomosed over 10 Fr na-
sogastric tube with 6/0 Polydioxanone absorbable su-
tures and thorax drain placed to the left thorax. At pos-
toperative 2nd day, the patient was fed with breastmilk 
from a nasogastric tube and on the 5th day methylene 
blue was given orally to control the presence of anasto-
motic leakage. Thorax tube was removed on the 8th day. 
However, nasogastric tube was not removed because 
the patient did not have an effective swallowing func-
tion. No postoperative complications were noted, and 
the patient was discharged with a nasogastric tube to be 
fed with. In the postoperative 2nd month, radiocontrast 
video-fluoroscopy was performed, and no anastomotic 
stenosis or leakage was observed (Figure 3). In posto-
perative 8th month, the patient was being fed from the 
feeding tube since the swallowing function was ina-
dequate and there were no extra complications noted. 
In postoperative 10th month, the patient’s nasogastric 
tube was removed. She was referred to a physical me-
dicine and rehabilitation specialist for chewing rehabi-
litation for a month. Following the rehabilitation, she 
was able to swallow food.

Figure 1: Preoperative plain X-Ray film (Radiocontrast 
liquid accumulated in proximal atresia is seen).

Figure 2: Intraoperative image (a: proximal atresia, b: 
trachea, c: distal fistula).
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ad of fundoplication, studies showed that transpyloric 
feeding is more beneficial for the patient in different 
aspects like growth and reducing the effects of reflux 
(12, 13).
 The patient in our case received physical therapy 
and was followed-up for ten months after the surgery. 
Although we have seen a full recovery and the patient 
was able to swallow food at the end of the treatment the 
diagnosis could be achieved during the prenatal peri-
od and the surgery and the required follow-up therapy 
could be planned more easily. 
 Today, a new method developed by Morrow et al. 
(14) is aiming to decrease the risk of long-term comp-
lications of the operation. In this method, the physician 
uses magnets to reattach two parts of the esophagus. At 
patients with shorter than 4 centimeters long gap, this 
method has been successful and approved by the Uni-
ted States Food and Drug Administration (14). Mor-
row’s method does not require a primer anastomosis 
to reattach two parts of the esophagus and maintain 
a proper integration naturally. This natural integration 
of proximal and distal ends minimalizes the risk of da-
maging nerves, which are innervating the esophagus 
and correlatively minimalizing the risk of esophageal 
dysmotility. This new method is being tried by many 
physicians and their experiences are being reported 
(14). In the future, it can be a safer option. But today, 
primer anastomosis is still the most common surgical 
method for EA.
 As a conclusion, esophageal atresia with distal trac-
heoesophageal fistula is not an uncommon malforma-
tion. The patients can have problems with swallowing 
in their infancy even when they are treated surgically 
in the neonatal period. Therefore patients need to be 
followed-up and may need a referral to a physical me-
dicine and rehabilitation specialist for appropriate pos-
toperative treatment.
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Figure 3: Postoperative plain X-Ray film (No radiocont-
rast liquid accumulation is seen). 

DISCUSSION
     
 The most common newborn esophageal malforma-
tion is esophageal atresia (9). It can be diagnosed in a 
prenatal period, at delivery or in a postnatal period by 
the responsible physicians. The complete swallowing 
process can be visualized by video-fluoroscopy and a 
definitive diagnosis can be achieved (9). Surgical tre-
atment is essential for patients suffering from EA. New 
methods are being developed for its surgical treatment. 
Specifically, for short-gap EA, type-C according to 
Gross (4), primer anastomosis of distal and proximal 
parts is the most used surgical method. In this method, 
the surgeon attaches distal and proximal parts by sutu-
ring them together and forms a proper esophagus (8). 
This open or thoracoscopic chest surgery has life-th-
reatening complications and causes a lifelong-carried 
scar (8). The major lifelong-carried complication of 
this operation is esophageal dysmotility and its related 
problems like GER. In the post-operative period, 34% 
of patients suffer from GER caused by esophageal dys-
motility (8). Patients may continue to have problems 
with these basic reflexes and may need physical the-
rapy even when they are treated well surgically. 30% 
of children with EA undergoes fundoplication for GER 
treatment (10). A study made by Menzies et al. (11) 
showed that failure to thrive is seen at patients who had 
fundoplication. In addition to failure to thrive, inste-
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